HALLUX VALGUS is a disability that may reveal itself in early adolescence and it occurs almost invariably in females. As in the adult, the severity of the malady varies a great deal but great abduction of the big toe and a prominent bunion may occur in a patient even at 12 years of age. In the deviation of the toe the shoe plays a secondary part; many of these girls have worn footwear of good shape. The primary deforming cause is the adduction of the first metatarsal, the greater the adduction of this bone the greater the abduction of the phalanx. That a deformity of considerable severity may occur concurrently with the quickening growth of the foot in early adolescence may be due to the presence of an adduction of the metatarsal at birth which remained concealed in the smaller undeveloped foot of the young child. It is only with the greater growth of the metatarsal that the deforming influence of the shoe upon the toe becomes operative. And many patients complaining of the symptoms of hallux valgus in adult life probably derive the disability through a congenital adduction of the first metatarsal. Indeed some of these older patients declare that the deflection of the great toe and discomfort dated from their youth. It is possible that this particular metatarsal adduction is atavistic, having some morphological reference to the prehensile great toe of the higher primates.
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Most of these patients are brought for advice because of pain in the great toe due to pressure on the head of the metatarsal. It is advisable to have a radiograph taken in order to determine the degree of metatarsal adduction, the amount of separation between the heads of the first and second metatarsals and the extent of the subluxation of the first phalanx if any. In the lesser degrees of adduction relief can be obtained by gentle stretching of the great toe, exercises, and splinting at night. If these measures fail then the prominence, or so-called exostosis, should be removed. In the severely adducted metatarsal, however, this procedure is not enough. But a reconstruction of the joint should not be attempted, because interference with the first phalanx is likely to damage or destroy the epiphysis, and removal of the head of the metatarsal will result in a shortened shaft with loss of effective thrust and weightbearing by the great toe. An osteotomy of the shaft of the metatarsal in its proximal half is the better procedure and it should take the form of a modified cuneiform osteotomy whereby only part of the wedge is removed and the rest left as a spike to be impacted into the proximal segment. This device secures complete stability of the broken fragments whilst at the same time enabling angulation to take place as a means of correction of the adduction. Simple osteotomy alone is an uncertain corrective because the fragments are unstable and angulation difficult to maintain. After operation a plaster-of-Paris cast is applied from the upper calf to the ends of the toes. Gentle pressure outwards and slightly downwards on the first metatarsal head is exerted until the cast is set. The plaster is retained for six weeks after which the patient is taught exercises and mild stretching of the great toe.
The operation has only been performed where there was persistent pain whilst wearing a shoe and in every case complete relief has followed operation. It is mainly suitable for the severe type of hallux valgus where there is considerable adduction of the first metatarsal; the angulation of the fragment after osteotomy is then easier and more effective; the subluxation of the phalanx becomes automatically corrected. The great advantage in the adolescent is that the operation is entirely extra-articular. It is also applicable to adults although it has only been tried in those under 40. Older patients do not take kindly to the suggestion of having the foot for six weeks in plaster of Paris as compared with the shorter period of inactivity following reconstruction of the joint. The convalescence, however, is shorter and more comfortable after osteotomy and the joint movement is unrestricted. 
